Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: All Hearts ARCH, L.L.C. CHAPTER 100.1

Address: 5962 Kawaihau Road, Kapaa, Hawaii 96746 Inspection Date: January 21, 2020 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE. =
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-7 General operational policies. (¢) PART 1
A written agreement shall be completed at the time of
admission between the licensee or primary care giver of the
ARCH or expanded ARCH and the ARCH or expanded DID YOU CORRECT THF. DEFICIENCY?
ARCH resident and the ARCH or expanded ARCH
resident’s family, legal guardian, surrogate or responsible USE THIS SPACE TO TELL US HOW YOU
agency that sets forth that resident's rights, the licensee or CORRECTED THE DEFICIENCY
primary care giver of the ARCH or expanded ARCH
responsibilities to that resident, the services which will be
provided by the licensee or primary care giver of the - A~
ARCH or expanded ARCH according to that resident's For s &"g“' chve~t Yy, owl "‘(\ 2 2\\"(1 202D
schedule of activities or care plan, and that resident's . .
responsibilities to the licensee or primary care giver of the ‘Q‘\&‘\‘W& ?\a\—\ v M_g,‘u,\.v\,cé .
ARCH or expanded ARCH.

FINDINGS

Resident #1, admitted on 1/7/2019 and General Operational
Policy (GOP) dated 1/7/2019. However, no evidence to
enforce non-smoking policy noted in GOP. L.e. Caregiver
reports resident use of “Frebreeze” spray to mask tobacco
odor in bedroom. Ash tray was noted on an outdoor table.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-7 General operational policies. (c) PART 2
A written agreement shall be completed at the time of
admission between the licensee or primary care giver of the
ARCH or expanded ARCH and the ARCH or expanded FUTURE PLAN
ARCH resident and the ARCH or expanded ARCH
resident’s family, legal guardian, surrogate or responsible USE THIS SPACE TO EXPLAIN YOUR FUTURE
agency that sets forth that resident's rights, the licensee or PLAN: WHAT WILL YOU DO TO ENSURE THAT
primary care giver of the ARCH or expanded ARCH IT DOESN’T HAPPEN AGAIN?
responsibilities to that resident, the services which will be
provided by the licensee or primary care giver of the ~ Qal 2 l 290 9
ARCH or expanded ARCH according to that resident's 'P{\,e, - MW 'y ;,{; O OAM N2 X \ CXvO ©o
schedule of activities or care plan, and that resident's
responsibilities to the licensee or primary care giver of the ~ N "
ARpCH or expanded ARCH. Py * QA&\C. —eﬂ.u\.\ \3/ ?9 salle At drt
FINDINGS ‘R Swolueg o vt b T
Resident #1, admitted on 1/7/2019 and General Operational " "
Policy (GOP) dated 1/7/2019. However, no evidence to £~ %W‘ =i “Ow ~ 2D VA *% Pb\\ f’—*y
enforce non-smoking policy noted in GOP. L.e. Caregiver
reports resident use of “Frebreeze” spray to mask tobacco CRNO 0  ANARW G,zu_v\ 52,\ 0 (l—L\/‘ﬁi‘:l Dﬂ\

odor in bedroom. Ash tray was noted on an outdoor table.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(b) )
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY 1 \
Annual tuberculosis (TB) attestation invalid. No evidence OV Lo 2

of a positive PPD skin test conversion for the following:

1. Household member #1
2. Primary Care Giver (PCG)

Please submit evidence to complete two (2) TB attestation
clearances with your plan of correction (POC).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
: Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Annual tuberculosis (TB) attestation invalid. No evidence of IT DOESN’T HAPPEN AGAIN?
a positive PPD skin test conversion for the following: 1
oyl lawag

1. Household member #1
2. Primary Care Giver (PCG)

Please submit evidence to complete two (2) TB attestation
clearances with your plan of correction (POC).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-9 Personnel, staffing and family requirements. PART 1
(&4

The substitute care giver who provides coverage for a period
less than four hours shall:

DID YOU CORRECT THE DEFICIENCY?

Be trained by the primary care giver to make prescribed USE THIS SPACE TO TELL US HOW YOU
medications available to residents and properly record such CORRECTED THE DEFICIENCY
action.
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FINDINGS ’

Resident #1, PCG provided training for two (2) of three (3)
substitute care givers; however, no PCG’s qualification
documentation available.

Please submit a written statement to identify the current
PCG and evidence of PCG qualifications with the POC.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)(4)
The substitute care giver who provides coverage for a period
less than four hours shall: FUTURE PLAN
Be trained by the primary care giver to make prescribed USE THIS SPACE TO EXPLAIN YOUR FUTURE
medications available to residents and properly record such PLAN: WHAT WILL YOU DO TO ENSURE THAT
action. IT DOESN’T HAPPEN AGAIN?
FINDINGS A . (i @ X
Resident #1, PCG provided training for two (2) of three (3) Cuvext £CG VL CAD. ne FW‘G

substitute care givers; however, no PCG’s qualification
documentation available.

Please submit a written statement to identify the current
PCG and evidence of PCG qualifications with the POC.;
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

X

§11-100.1-13 Nutrition. (i)

Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shall
have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written
confirmation by the attending physician or APRN shall be
obtained during the next office visit.

FINDINGS

Resident #1, “Low Sodium Diet” ordered 6/20/19; however,
no standard diet order requested, no notification to provider
that facility is not licensed to provide special diets and no
request for special diet training made to the department.

Please submit evidence of efforts to correct with the POC.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (i) PART 2
Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shall
have the documented diet annually signed by the resident’s FUTURE PLAN
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written USE THIS SPACE TO EXPLAIN YOUR FUTURE
confirmation by the attending physician or APRN shall be PLAN: WHAT WILL YOU DO TO ENSURE THAT
obtained during the next office visit. IT DOESN’T HAPPEN AGAIN?
212 \.;Lp 2

FINDINGS

Resident #1, “Low Sodium Diet” ordered 6/20/19; however,
no standard diet order requested, no notification to provider
that facility is not licensed to provide special diets and no
request for special diet training made to the department.

Please submit evidence of efforts to correct with the POC.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (1) PART 1
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type | ARCHs
licensed to provide special diets may admit residents DID YOU CORRECT THE DEFICIENCY?
requiring such diets.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #1, no documentation to acknowledge a new diet
order (Low Sodium Diet) signed by provider on 6/20/19. o A42Re &A, Q\- &CA~¢LA N O\N\ \% a QJ\\U‘)\ 202
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (1) PART 2
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs FUTURE PLAN

licensed to provide special diets may admit residents
requiring such diets.

FINDINGS
Resident #1, no documentation to acknowledge a new diet
order (Low Sodium Diet) signed by provider on 6/20/19.
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USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (f) PART 1
Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other poisons, shall be properly
labeled and securely stored apart from any food supplies. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU ) ILM’LM 10

Bedroom #3, chemical (“Febreeze Aerosol Spray”) spray
can on floor in resident’s bedroom, unsecured.

CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (f) PART 2
Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other poisons, shall be properly
labeled and securely stored apart from any food supplies. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Bedroom #3, chemical (“Febreeze Aerosol Spray”) spray PLAN: WHAT WILL YOU DO TO ENSURE THAT
can on floor in resident’s bedroom, unsecured. IT DOESN’T HAPPEN AGAIN?
2\anlapap
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (a) PART 1
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee, DID YOU CORRECT THE DEFICIENCY?
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original USE THIS SPACE TO TELL US HOW YOU
labeled container, other than for administration of CORRECTED THE DEFICIENCY ot
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident's bathrooms or . . _ o
bedrooms. Un stoured v di cota 0= Vi At
O\ lSL\ l:l.o 28

FINDINGS
Bedroom #2, unsecured medication (“Triple Antibiotic
Ointment”) in the drawer of a bedside stand.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (a) PART 2
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee, FUTURE PLAN
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original USE THIS SPACE TO EXPLAIN YOUR FUTURE
labeled container, other than for administration of PLAN: WHAT WILL YOU DO TO ENSURE THAT
medications. The storage shall be in a staff controiled work IT DOESN’T HAPPEN AGAIN?
cabinet-counter apart from either resident's bathrooms or
bedrooms. R - y &
Cx—\o}mg% O Aied Loy MRl |
FINDINGS R Yaqla0
Bedroom #2, unsecured medication (“Triple Antibiotic Wit Ao 4 Coe ~0 AW o vyt 0V L3 11a0dD
Ointment”) in the drawer of a bedside stand. .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(3) PART 1
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the DID YOU CORRECT THE DEFICIENCY?
licensee or primary care giver for the department’s review:
USE THIS SPACE TO TELL US HOW YOU
Documentation of date of referral and admission, referral CORRECTED THE DEFICIENCY
agency with address and telephone number, place or source
from which admitted, physician, APRN, dentist, F‘D v ARx 3\ A QL CAL~C j \ {;& WAL g_l;z,\ L)_D A0

ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next of kin, legal guardian,
surrogate or other legally responsible agency;

FINDINGS

Resident #1, Emergency Information Form dated 1/7/19 is
incomplete. l.e. no documentation to identify cardiologist,
annual tuberculosis clearance and current medication list.

Please submit accurate Emergency Information Form with
the POC.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(3) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the FUTURE PLAN
licensee or primary care giver for the department’s review:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Documentation of date of referral and admission, referral PLAN: WHAT WILL YOU DO TO ENSURE THAT
agency with address and telephone number, place or source IT DOESN’T HAPPEN AGAIN? 2’\1 2—'\,\, 2007

from which admitted, physician, APRN, dentist,
ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next of kin, legal guardian,
surrogate or other legally responsible agency;

FINDINGS

Resident #1, Emergency Information Form dated 1/7/19 is
incomplete. 1.e. no documentation to identify cardiologist,
annual tuberculosis clearance and current medication list.

Please submit accurate Emergency Information Form with
the POC.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-17 Records and reports. (b)(1) PART 1
During residence, records shall include:
Annual physical examination and other periodic DID YOU CORRECT THE DEFICIENCY?
examinations, pertinent immunizations, evaluations,
progress notes, relevant laboratory reports, and a report of USE THIS SPACE TO TELL US HOW YOU
annual re-evaluation for tuberculosis; CORRECTED THE DEFICIENCY
FINDINGS " SCAL L ol Q
Resident #1, no evidence of annual physical examination FDV‘ s &%\J LA VO \ﬂ
(PE). Le., PE on file dated 1/7/2019. %m re PM\' Y u_otuC we k.
Please submit evidence of the annual PE with the POC. L - E G Rl w2l 5& Lcla '/W
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(1) PART 2
During residence, records shall include:
Annual physical examination and other periodic FUTURE PLAN
examinations, pertinent immunizations, evaluations,
progress notes, relevant laboratory reports, and a report of USE THIS SPACE TO EXPLAIN YOUR FUTURE
annual re-evaluation for tuberculosis; PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #1, no evidence of annual physical examination Q,LQ,\, \’Q-D AD

(PE). Le., PE on file dated 1/7/2019.

Please submit evidence of the annual PE with the POC.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or DID YOU CORRECT THE DEFICIENCY?
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, USE THIS SPACE TO TELL US HOW YOU
any changes in condition, indications of illness or injury, CORRECTED THE DEFICIENCY
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed -
immediately when any incident occurs; Fo~ A& GL{,QQ a{,‘x.\,(,\v L0 J\& O QA‘\%.\ 2050

FINDINGS
Resident #1, no evidence in progress notes of the resident’s
response to physician advice 6/20/2019 to reduce smoking.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE i
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs; D1 l > l«\ 292D

FINDINGS
Resident #1, no evidence in progress notes of the resident’s
response to physician advice 6/20/2019 to reduce smoking.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)(F) PART 1
Fire prevention protection.
Type I ARCHs shall be in compliance with, but not limited DID YOU CORRECT THE DEFICIENCY?
to, the following provisions:
USE THIS SPACE TO TELL US HOW YOU
Smoking shall be permitted only in approved areas where CORRECTED THE DEFICIENCY
proper equipment and supervision is provided;
FINDINGS Mo ?D\_G ey b §%MV«T TUo— 2N iw\ovad

Resident #1, no evidence of a policy or supervision for

smoking. Resident is a smoker as documented in the record.

{'01/‘ %\«»0\06-% ROt .

RV
LD SMOLLE  PACLLITS

22



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-23 Physical environment. (g)(3)(F) PART 2
Fire prevention protection.
Type I ARCHs shall be in compliance with, but not limited FUTURE PLAN
to, the following provisions:

USE THIS SPACE TO EXPLAIN YOUR FUTURE
Smoking shall be permitted only in approved areas where PLAN: WHAT WILL YOU DO TO ENSURE THAT
proper equipment and supervision is provided; IT DOESN’T HAPPEN AGAIN?
FINDINGS - 4, 2laalapao
Resident #1, no evidence of a policy or supervision for ~ T ALt Lrahure, wn W ot MMT
smoking. Resident is a smoker as documented in the record. -
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Licensee’s/Administrator’s Signature: _ ( [ %
7 4

Print Name: La'\,al Y, Eﬂ»\oﬂ—a aa’

Date: 4/ 9/ 2020
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